Sir,

The incidence of basilar artery fenestration is approximately 0.6% in angiographic studies and more in autopsy studies \[[@B1]\]. The most common site of basilar artery fenestration is proximal part \[[@B2]\]. Basilar artery fenestration aneurysms are very rare, posing unique challenges. Reported incidence of aneurysm at basilar artery fenestration site is 7% \[[@B3]\]. Surgical treatment of such aneurysm is usually deferred because of risk of lower cranial nerves injuries, difficulty in exploring surgical field and unpaired arterial supply of brain stem. Endovascular treatment is preferable modality though challenging. We report a case of successful treatment of a wide-necked small (2.5×3 mm) basilar artery fenestration aneurysm with a novel microcatheter -assisted coiling technique using bifemoral approach. A 60-year-old woman presented with headache and vomiting for 3 days. Evaluation revealed diffuse subarachnoid hemorrhage on plain CT scan. Cerebral DSA revealed a ruptured (2.5×3 mm) broad-neck proximal basilar artery fenestration aneurysm that incorporated both limbs of the basilar fenestration and both distal vertebral arteries ([Fig. 1](#F1){ref-type="fig"}). An excel 10 microcatheter (Boston Scientific, Natick, MA, USA) was deployed into the right limb of the basilar fenestration from the right distal vertebral artery to support aneurysm neck. Similarly, another excel 10 microcatheter was placed in proximal basilar fenestration aneurysm through left distal vertebral artery. Following microcatheter support from right side, the aneurysm was treated with coil-embolization through another microcatheter in aneurysm sac from left side ([Fig. 2](#F2){ref-type="fig"}). In basilar artery fenestration aneurysm, either stent assisted coiling or balloon assisted coiling is preferred endovascular technique particularly in wide necked aneurysm to prevent occlusion of fenestrated arm or migration of coiling. Preservation of the fenestrated arm is important as angiographically invisible perforators to brain stem may occlude. Fenestrated basilar artery aneurysm has been classified into type A and type B in the literature \[[@B4]\]. Our case is fitting into type B aneurysm. In this rare case, microcatheter support obviated need of stent which requires antiplatelet use which would have been problematic in view of this being acute subarachnoid hemorrhage. This approach has enabled coil embolization of the aneurysm as well as preservation of both basilar fenestration limbs and both distal vertebral arteries.
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